Abstract
Introduction
Cervical cancer is a major health problem among females in Sri Lanka. It accounts for 17.7 % of all cancers among females (1) . It is the second commonest malignancy among females and the incidence was 6.6 per 10 5 population in 1995 (2) and shows a rising trend ( Figure I ).
Crude rate (Number of cervical cancer cases per 10 5 mid year population at risk) Source: Cancer Registry (1990) Prevention of cervical cancer depends on early detection of cases through screening and treatment by radical surgery and radiotherapy. The 5-year survival rate is virtually 100% for carcinoma in situ while in cases diagnosed in an advanced invasive stage it is less than 35% (3) . Pre cancerous stages in carcinoma of cervix exist for long duration time. Hence, this disease is appropriate for detection by a screening program at very early stages. Early detection of precancerous stages by wellorganized screening programmes has been shown to be effective in reducing morbidity and mortality from the disease. In Nordic countries, Iceland, Finland and Sweden the cumulative cervical cancer mortality rates fell by 84%,50% and 34% respectively between 1965 and 1982(4) following the screening programmes.
The Ministry of Health of Sri Lanka with the assistance of United Nations Population Fund (UNFPA) set up 300 WWClinics in the country to conduct cervical screening. The first WWClinic was established in June 1996 in the Kalutara District.
The objective of the cervical screening programme is to reduce the morbidity and mortality from the disease. Hence, at the completion of five years of the programme it is necessary to evaluate the population coverage, quality of services, appropriate documentation, and correct referral and follow up of high-risk people (3). This paper presents the findings of population screening coverage in the Kalutara district.
Methodology
The data relevant to coverage and quality of care were obtained by retrieving information from the WW Clinic registers maintained in the respective MOH areas.
Number of registrations, visual inspections and Pap smears performed each year from 1996 to 2000 were collected and these data were stratified to three different age groups (<39 yrs, 40-59 yrs, >60 yrs). The details of each WWClinic such as the year of commencement, availability of trained staff and facilities were recorded. Although few cervical screening had been carried out initially it was observed to improve gradually with time and markedly after the year 1998. The increasing trend of cervical screening observed in the district, from 1996 to 2000 is statistically significant (Visual Inspectionsc 2 for trend =3396, df = 4, p=.000 and for Pap Smear c 2 for trend =3408, df = 4, p= .000). The highest percentage of clients was registered in Bulathsinhala MOH area (27.1%) and the lowest in Walallawita (4%).
Results

Three
Out of the 2373 screened females in the district, Pap smears were performed among 2310 (91%) clients and visual inspections had been carried out on the other 63 (9%). The cervical screening started in 1996 in Agalawatta MOH area and it was restricted to visual inspections without Pap smear testing due to lack of equipment. For the period of study maximum number of Pap smears (29.8%) was taken at Bulathsinghala and minimum at Bandaragama (3.9%).
Percentage registrations of clients by age group in the WWClinics from 1996 to 2000 are illustrates in figure 3 .
The registration of target age group (40-60 yrs) had increased from 23% in 1996 to 68% in 2000 while registration of females under 39 years had declined to 25% from 69% for the same period as par with departmental guidelines. Cervical screening coverage in the Kalutara district is 1.5% in 2000. Cumulative coverage for the five-year period (1996-2000) is 2.2%, the highest cumulative coverage of 9.3% is observed in Bulathsinhala MOH area, where WWClinic conducted as a single clinic.
MOH area Year
Although the screening coverage is low there is a gradual improvement over the years and this trend is shown in figure 4 .
Availability of trained staff to perform cervical screening Distribution of trained staff to perform cervical screening from the year 1996 to 2000 is shown in figure 5 . MOOH were trained on cervical screening from the year 1996 onwards. Subsequently Public Health Nursing sisters too were trained to perform cervical screening and by 1998 all the MOH areas in the district had trained PHNSS (figure5).
Discussion
The cervical screening coverage pattern resembles with that of other developing countries where only 5% of the target females had been screened in a five-year period (1) . Hence, programme modification is needed to increase the cervical screening coverage.
Although the coverage was low, the present study observed an obvious rising trend of cervical screening from 1996, mostly marked after the year 1998 with the training of PHNSS in Kalutara District. Therefore PHNSS training could be considered as a useful strategy to increase cervical screening coverage.
Out of the total 2373 cervical screenings carried out during 1996 to 2000 in WWClinics, 172 (3%) were identified as abnormal on visual inspection. Therefore visual inspection of cervix is a useful alternative strategy to Pap smear testing. This has been recommended by World Health Organization in resource poor setting (5). Accordingly, one MOH area only visual inspections had been carried out for some time till the equipment was available.
In 1996, 23% of the clients were between 40-60 years of age which was the target age of the screening programme. In 2000, it had risen to 68% indicating that the programme was progressing to achieve the objectives of the National Cervical Screening Programme laid down by the Ministry of Health. Since the development of cervical cancer directly related to the sexual activity, it is recommended to lower the inception of screening to 35 years.
Low cervical screening coverage could be rectified by increasing frequency and number of clinics especially in the periphery. Highest cervical screening coverage was shown in an area where the WWClinic was conducted as a single clinic. Hence, it shows the necessity of conducting W.W.Clinics on separate days without combining with MCH/FP Clinics.
